Rheumatic diseases constitute major health and societal burdens. 1 Rheumatoid arthritis (RA) with an estimated prevalence of 0.5-1% affects approximately 5-10 million individuals in industrialised countries, 2 more than 150 million have osteoarthritis or any other form of arthritis, approximately 50 million have osteoporosis and more than 350 million have spine problems. 3 The societal burden is underscored by the fact that after 5 years 22% of patients with RA were unable to work 4 or by the signifi cant excess mortality in patients with osteoporosis. 5 RA, the most common chronic infl ammatory rheumatic disease, is a destructive progressive immune-mediated disorder leading to joint erosions in 60% of patients within 1 year. 6 7 Ten per cent of those presenting early (median of 8 weeks from fi rst symptoms) have joint erosions at the fi rst visit. 8 It was postulated that early application of disease-modifying antirheumatic drugs (DMARD) improves the outcome of RA. 6 9-18 Furthermore, it was shown that there is a 'window of opportunity' especially within the fi rst 3 months. 11 19 The delay from symptom onset to the fi rst visit with a rheumatologist or start of therapy ranges from several months up to more than 1 year. [20] [21] [22] [23] This delay has several reasons: neglect or negation of rheumatic diseases in general, 24 lack of information, 25 26 lack of knowledge about available therapies, 27 limited availability and (geographical) proximity of specialists, or a mix thereof. 28 As early and easy access to rheumatology assessment and treatment is regarded as mandatory, 29 early arthritis clinics have been established in many countries such as The Netherlands, Germany, the UK, Austria and North America. [30] [31] [32] As a result of the lack of rheumatologists, however, waiting times frequently exceed by far the desired and recommended period of maximally 3 months from the onset of symptoms, thus precluding the start of therapy within the 'window of opportunity'. Therefore, we decided to establish an 'easy access' clinic, the so-called immediate access clinic (IAC; German: 'Akutbegutachtungsambulanz'), in which patients are seen usually within 1 day to 2 weeks from referral by other physicians or upon patients' self-referral, but only for a brief encounter and evaluation.
In the present study we describe the spectrum of patients' diagnoses and clinical characteristics at presentation and after 6-12 months. The aims of this study were: (1) to describe the characteristics of the patients evaluated in the IAC with respect to demographic data and initially suspected diagnoses; (2) to evaluate the accuracy of the initial diagnostic categorisations when compared with the 'fi nal' diagnoses after 6-12 months; (3) to analyse differences between diagnostic categories with respect to disease duration, gender and pain levels; (4) to compare outcomes after 6-12 months with respect to pain levels and treatments between patients who continued to be cared for in our clinic and those cared for at other facilities.
PATIENTS AND METHODS
Patients for this study were fi rst seen in the IAC of the Vienna General Hospital between February and December 2009. There are no formal restrictions regarding referral to the IAC, ie, patients are referred by their general practitioner, by another ▶ Additional data (supplementary tables) are published online only. To view these fi les visit the journal online (http://ard.bmj.com) reactive arthritis, viral arthritis, gout, etc.) and 'other non-infl ammatory' diseases.
For follow-up after 6-12 months, group A patients had to be divided into two subgroups: group A1 were patients who were regularly followed in the outpatient rheumatology clinic, data regarding diagnoses (given by the treating outpatient clinic rheumatologist, mostly on clinical grounds supported by classifi cation criteria and grouped according to the above-mentioned categories) and pain were extracted from the patients' charts. Patients initially allocated to group A who did not return for follow-up visits within the 6-12-month timeframe (group A2) were called for a telephone interview. Group B patients were specialist or are self-referred. Patients are informed at the time of their initial contact or upon visiting the IAC that they will receive only a brief encounter by an experienced rheumatologist who will assess their disease to decide on further diagnostic or therapeutic management. The rheumatologist takes a brief history regarding duration and clinical symptoms. In addition, a short symptom-centred physical examination is performed and a preliminary decision is made to assign the patient to one of two groups: patients in group A are referred to the regular outpatient clinic for further work-up; patients in group B are assigned to other specialist care/work-up or back to the referring physician with appropriate recommendations for further care. There are no formal decision criteria for assigning a patient to either group A or B; however, patients suspected of having infl ammatory rheumatic diseases (eg, RA, spondylarthropathies, connective tissue disease (CTD), etc.) are preferentially assigned to group A, whereas patients with osteoarthritis, chronic pain syndromes and non-infl ammatory (eg, soft tissue) rheumatism or presumably degenerative spine disease are usually assigned to group B. Nevertheless, under special circumstances (such as a RA patient under care by another rheumatologist referred for a 'second opinion' or an osteoarthritis patient qualifying for a therapeutic study or further assessment), these informal rules are modifi ed.
Demographic data, tentative diagnoses, symptom duration and pain (assessed using a 100 mm visual analogue scale; VAS) as well as the time between the date of referral (taken from the referring physicians' request forms) and the day of assessment were recorded at baseline (fi rst presentation to the IAC) and entered into an electronic spreadsheet. If the duration of symptoms exceeded 10 years, '120 months' was recorded. For this analysis, all patients' suspected diagnoses were grouped into the following categories: RA, seronegative spondylarthropathies, CTD, fi bromyalgia syndrome (FMS)/central sensitivity syndrome (CSS), osteoarthritis, 'other infl ammatory' (such as Figure 1 Distribution of patients with duration of symptoms shorter or longer than 3 months. The proportions of patients suspected of having rheumatoid arthritis and 'other infl ammatory' diseases were signifi cantly higher among the 223 patients with symptoms for 3 months or less, whereas the longer presence of symptoms was reported by patients suspected of having spondylarthropathy, CTD, FMS and osteoarthritis (p<0.0001). CSS, central sensitivity syndrome; CTD, connective tissue disease; FMS, fi bromyalgia syndrome; OA, osteoarthritis; RA, rheumatoid arthritis; SPA, spondylarthropathy. 163  164  165  166  167  168  169  170  171  172  173  174  175  176  177  178  179  180  181  182  183  184  185  186  187  188  189  190  191  192   193  194  195  196  197  198  199  200  201  202  203  204  205  206  207  208  209  210  211  212  213  214  215  216  217  218  219  220  221  222  223  224  225  226  227  228  229  230  231  232  233  234  235  236  237  238  239  240  241  242  243  244  245  246  247  248  249  250  251  252  253  254  255 Within the timeframe of 6-12 months after initial assessment, patients in both groups A and B were re-assessed. The patient disposition with regard to follow-up is shown in fi gure 2.
Suspected diagnoses
Frequencies of diagnoses suspected by the referring physicians are given in table 1. Approximately one third of the patients was referred because of suspected RA; however, in only 80 of them (7.7%) this diagnosis was also considered by the assessing rheumatologist. The majority of these patients were then referred for further outpatient clinic care (group A). Analyses of differences in age, VAS for pain and duration of symptoms between patients' tentative diagnostic categories demonstrated signifi cant differences between these categories: osteoarthritis patients tended to be signifi cantly older than patients with spondylarthropathy, CTD, FMS/CSS and 'other infl ammatory'/'non-infl ammatory' diseases; FMS/CSS patients reported the longest symptom duration and the highest degree of pain (signifi cantly different from all other categories). RA patients had signifi cantly shorter symptom duration (median (IQR) 9 months (2-48)) than spondylarthropathy (median (IQR) 30 months (8.5-114)), FMS/CSS (median (IQR) 120 months (36-120)) and osteoarthritis (median (IQR) 24 months (12-120)). Detailed results are given in supplementary table S1, available online only.
Gender distribution patterns within the diagnostic categories were in line with established epidemiological data. Solely among patients suspected of having spondylarthropathy, men had a signifi cantly longer duration of symptoms (median (IQR) 54.0 months (18.0-120.0)) than women (median (IQR) 24.0 months (6.0-66.0); p=0.0082). Details can be found in supplementary table S2, available online only.
Patient follow-up after 6-12 months Group A (referred to further care in clinic)
Suspected diagnoses in patients allocated to group A who had a follow-up visit after 6-12 months (group A1) are shown in table 2. The diagnosis in patients classifi ed initially as RA, spondylarthropathy, CTD or osteoarthritis was confi rmed in over 75% of cases. The median VAS for pain (IQR) of this subgroup was 60 (41-75) at baseline and 31 (7.25-50) (p<0.0001) at follow-up.
Analysis of baseline diagnosis distribution in groups A1 and A2 revealed that signifi cantly fewer patients in group A2 (stopped clinic attendance) had initially been categorised as 'infl ammatory rheumatic disease', such as RA, spondylarthropathy and CTD (table 3) . With regard to the 'type' of referral, no differences in also interviewed by telephone. For the telephone interviews, a structured questionnaire was used. In addition to numerical pain rating and current diagnosis, current care (general practitioner, specialist or none) as well as the reason for non-attendance were assessed during this telephone follow-up. Patients who could not be reached by telephone over a period of 2 months on several occasions and different times of the day were defi ned as lost to follow-up.
The study was approved by the local ethics committee and conducted according to the guidelines of the Declaration of Helsinki. Written informed consent was given by all participants.
Statistical analysis
Data were analysed using GraphPad 5. t Tests were performed for continuous data, analyses of variance were conducted for multiple group comparisons and Pearson's χ 2 tests were used to analyse categorical variables. For analysis of the suspected diagnoses' accuracy descriptive statistics were performed. p Values less than 0.05 were regarded as statistically signifi cant, for multiple comparisons Bonferroni's correction was applied.
RESULTS Patients
Between February and December 2009, 1036 patients were seen in the IAC during 112 clinic days. A median (IQR) of 10 (7-12) patients was examined per day. The median (IQR) lag time between referral and consultation at the IAC was 8.0 (4.0-13.25) calendar days. Groups A1, A2, and B did not differ signifi cantly with regard to referral delay. The mean (SD) age of the patients was 50.3 years (15.9), median (IQR) duration of symptoms was 24 months (5-72), median (IQR) pain rating on a 100 mm VAS was 54 mm (34-73.5). Seven hundred and thirty-nine (71% of the patients) were women, there were no signifi cant gender Patients were referred to the IAC by their GP, by any other intramural or extramural specialist or they were self-referrals. Specialists tended to refer more patients suspected as CTD than GPs, whereas GPs suspected more osteoarthritis. It was remarkable that 19.5% of the patients referred to by a GP had no suspected diagnoses, even 3% of patients referred by other specialists were referred without provision of a specifi c suspected diagnosis. Substantially fewer patients were suspected of having RA by the rheumatologist compared with other specialists or GPs. CSS, central sensitivity syndrome; CTD, connective tissue disease; FMS, fi bromyalgia syndrome; GP, general practitioner; IAC, immediate access clinic; RA, rheumatoid arthritis. 257  258  259  260  261  262  263  264  265  266  267  268  269  270  271  272  273  274  275  276  277  278  279  280  281  282  283  284  285  286  287  288  289  290  291  292  293  294  295  296  297  298  299  300  301  302  303  304  305  306  307  308  309  310  311  312  313  314  315  316  317  318  319  320   321  322  323  324  325  326  327  328  329  330  331  332  333  334  335  336  337  338  339  340  341  342  343  344  345  346  347  348  349  350  351  352  353  354  355  356  357  358  359  360  361  362  363  364  365  366  367  368  369  370  371  372  373  374  375  376  377  378  379  380  381  382  383 In group B, 137 (41.6%) of the 329 patients who could be reached for follow-up indicated that there were under further medical treatment: 29 (8.8%) by a general practitioner and 108 (32.8%) by a specialist; 32.3% of the treated patients received physiotherapy, 30.5% NSAID. Synthetic DMARD were used in 1.2%, 4.9% were under treatment with glucocorticoids, biological agents were used in 1.2%, and 7.9% were treated with a combination of these therapies.
DISCUSSION
Rheumatologist assessment as early as possible has been recommended in several guidelines for managing arthritis patients. 10 33 The aim of the IAC is to facilitate early access to an experienced rheumatologist. In 2007, at the time the IAC was established, wait time for a (fi rst) appointment frequently exceeded 4 months, ie, in January 2007, 'new referrals' received appointments in June and so on. This constituted a substantial barrier to early referral, which had been encouraged at the department previously through administrative changes, 34 but still met considerable, mostly logistic, obstacles. The reasons for delayed presentation of patients with rheumatic complaints were recently shown to be hesitance of both patients and referrers, frequently rooted in uncertainty about diagnostic recommendations and shortage of rheumatologists. 35 36 The latter also holds true for the Austrian healthcare system, in which only very few rheumatologists are working in private practice and most rheumatological care is centre/hospital based. Through the IAC waiting times were substantially shortened, rarely exceeding a few days. However, only a minority of patients (21.5%) presented with symptoms of less than 3 months.
Some aspects of this analysis of a population of unselected rheumatology referrals merit mention.
First, at follow-up, over 75% of the diagnoses of infl ammatory rheumatic diseases initially suspected at the IAC proved to be correct. This indicates high reliability of these initial categorisations by an experienced rheumatologist, which often have to be made within only a few minutes, compared with a later and mostly 'criteria-based' classifi cation.
Second, although patients suspected of having RA presented earlier than others, a median symptom duration of 9 months (only 41 of the 115 suspected RA patients had a duration of symptoms of ≤3 months) by far exceeds the postulated 'window of opportunity'. Although some of these 'RA' patients came for a 'second opinion' and had been treated appropriately with DMARD, the majority had not been treated except with NSAID and thus are likely to have experienced avoidable/unnecessary damage.
Third, gender analysis showed that in line with common epidemiological knowledge men were more often categorised as spondylarthropathy, whereas the majority of patients categorised as osteoarthritis or FMS/CSS were women. Interestingly, men with spondylarthropathy had a signifi cantly longer symptom duration than women; this observation contrasts with a diagnoses of infl ammatory rheumatic diseases (RA, spondylarthropathy or CTD) were discerned for self-referred compared with physician-referred patients (data not shown).
We evaluated why group A2 patients did not return to our clinic. Among the 118 patients (51.8%, see fi gure 2) who were evaluable, 32 (27.1%) regularly visited specialists, including rheumatologists, for their rheumatic disease and 22 (18.4%) saw other specialists or their general practitioner because of other non-rheumatic diseases. Forty-four (37.3%) indicated that their problems had resolved and therefore did not require further care. Only four (3.4%) of the patients indicated dissatisfaction with the treatment at our outpatient clinic and the remaining 16 (13.6%) patients gave no reason why they did not attend follow-up visits at our clinic.
The median (IQR) VAS for pain in group A2 at baseline was 57 (35.5-72.22 ) and 30 (0-60) at follow-up by telephone interview. Forty-four patients indicated that they had no further problems. Therefore, we calculated the VAS for pain separately for the 74 patients who answered that they still had rheumatological complaints. This subgroup had a median VAS (IQR) of 50.0 (17.5-71.25) at follow-up, signifi cantly higher than group A1 (p=0.0042). Because the distribution of diagnoses in groups A1 and A2 was different, we analysed pain improvement in patients with a diagnosis of RA separately: RA patients' pain VAS in group A1 (n=61) improved by a median (IQR) of 37.5 mm (10.5-50.5), whereas this improvement was only 6 mm (−26 to 33.5) in RA patients followed elsewhere (group A2, n=22; p=0.0083).
Group B (referred to further care outside the rheumatology clinic) After 6-12 months, telephone follow-up was possible in 329 (55%) of the 594 patients (see fi gure 2). One hundred and ninety-nine (60.5%) indicated that their medical problems had fully resolved. Details regarding the suspected diagnoses at baseline and reported at follow-up can be found in supplementary table S3, available online only. Because of the notorious inaccuracy of self-reported diagnoses, further analyses were not performed.
Therapy
A total of 192 (90.1%) group A1 patients received further treatment: depending on diagnosis, 25-73% were treated with DMARD, 0-25% with biological agents, 4.8-56% with glucocorticoids and 1.7-17.4% with physiotherapy. Supplementary table S4 (available online only) gives details of treatment according to diagnosis.
Of the 118 group A2 patients who had no follow-up visit in our outpatient clinic but were interviewed by telephone, 45 (38.1%) received further therapy at the time of interview. Nonsteroidal anti-infl ammatory drugs (NSAID) were the most common treatment (42.2% of patients), biological agents were used in 15.6%, synthetic DMARD and physiotherapy each in 13.3% and glucocorticoids in 4.4%. In the patients initially assigned to follow-up in the outpatient clinic (group A), and who were followed for 6-12 months, distribution of diagnoses suspected at baseline differed signifi cantly between groups A1 and A2 (p<0.0001; χ 2 test). CSS, central sensitivity syndrome; CTD, connective tissue disease; FMS, fi bromyalgia syndrome; RA, rheumatoid arthritis .   385  386  387  388  389  390  391  392  393  394  395  396  397  398  399  400  401  402  403  404  405  406  407  408  409  410  411  412  413  414  415  416  417  418  419  420  421  422  423  424  425  426  427  428  429  430  431  432  433  434  435  436  437  438  439  440  441  442  443  444  445  446  447  448   449  450  451  452  453  454  455  456  457  458  459  460  461  462  463  464  465  466  467  468  469  470  471  472  473  474  475  476  477  478  479  480  481  482  483  484  485  486  487  488  489  490  491  492  493  494  495  496  497  498  499  500  501  502  503  504  505  506  507  508  509  510  511 be fi lled by the rheumatologists taking turns. In a different approach, an expert rheumatology nurse or other health professional might, with appropriate training, be able to fulfi l certain roles as 'gatekeeper' or counsel in order to provide at least basic information, for example, regarding diagnostic tests needed by primary physicians or practising specialists as well as patients seeking advice. Another interesting aspect was our fi nding that despite the short time of interaction between patient and rheumatologist at the time of the visit to the IAC, complaints about insuffi cient attention were very rare. Apparently, patients appreciated the fact that they had an immediate opportunity to discuss their problems with a specialist, albeit for a short time, and to receive an initial diagnostic assessment and therapeutic recommendation.
In summary, this analysis shows that an IAC allows for a substantial reduction of waiting times for individuals with musculoskeletal problems with a 'positive predictive correctness' of the initial diagnosis by an experienced rheumatologist regarding the presence of infl ammatory rheumatic conditions amounting to over 75%. The IAC presented here may thus serve as a model for other institutions to reduce overall waiting times for appointments and at the same time allow early recognition and timely appropriate therapy for patients in need of a rapid intervention, such as RA or CTD.
Contributors MG: data collection, entry, cleaning, analysis, manuscript writing. JPF and EK: data collection, entry, cleaning, analysis. MH: data analysis, statistics. LPM: data collection, entry. JSS: data review, manuscript writing. KPM: project management, data collection, manuscript writing. recent report that did not fi nd such differences, 37 but may be in line with the observation of more severe symptoms in women than in men. 38 It may be speculated that male patients might more frequently misinterpret spondylarthropathy as non-specifi c lower back pain.
Fourth, no difference in the frequency of fi nal diagnosis of an infl ammatory rheumatic disease between physician and selfreferred individuals was apparent. While this fi nding has to be interpreted with caution due to the low number of self-referrals, physicians did not appear to be more accurate in discriminating infl ammatory rheumatic disease (which rightly should be referred to a tertiary care centre) from other rheumatic diseases or complaints. No specifi c advertisements were made to the public; however, through several local meetings with possible referrers, the existence of the IAC and the recommended peripheral work-up as well as contact details were made available (mostly in the context of educational talks on diagnostic and therapeutic procedures in rheumatic diseases). Therefore, it might have been expected that the physicians' referral accuracy should have been higher, which was not the case.
Finally, among the RA patients in group A1 (followed at our clinic) VAS for pain was substantially reduced, whereas RA patients treated elsewhere only had a marginal reduction. Whereas the question as to whether care within the framework of a highly specialised centre is 'better' than 'routine' care would be a randomised trial of care, this fi nding indicates that centres with a higher standard of care such as a university hospital/clinic are signifi cantly better suited for more complex cases and reduce their burden of disease accordingly.
One of the limitations of our study is the potential inaccuracy of telephone interview data. Therefore, we did not analyse data further with respect to diagnoses. However, 27.1% of the patients in group A lost to follow-up (group A2), were still treated by rheumatology specialists outside our clinic. The main reasons for the patients to seek treatment elsewhere were geographical proximity and shorter waiting times for follow-up visits. In group A2 37.3% of the patients indicated they had no further problems at all. This fi nding is in line with the higher level of 'other infl ammatory' and thus mostly self-limiting diseases such as reactive arthritis in this group. Conversely, patients in group A2 who indicated they still had problems had a surprisingly high median VAS for pain of 50 mm.
Another limitation with regard to the interpretation of the follow-up data is the percentage of patients lost to follow-up (approximately 36%). There is, however, no indication to believe that these individuals differed substantially from the patients for whom follow-up data were available. For most, symptom disappearance may have been the main reason for not returning; in addition, technical obstacles, such as change of telephone numbers may have precluded more complete follow-up.
Our initiative may serve as a model in similar settings: lack of practising rheumatologists, concentration of experts in large centres, high diagnostic and therapeutic insecurity on the part of primary physicians or non-rheumatology specialists (exemplifi ed by the extremely high proportion of 'suspected RA' compared with the categorisation by the expert). In addition, our setting constitutes an opportunity to see and treat truly early RA patients rather than RA patients whose referral had already been delayed and whose wait time for an appointment, previously being several months, precludes them from more timely diagnosis and therapy. For different circumstances, for example, in areas with many practising rheumatologists overwhelmed by primarily degenerative or pain problems, the role of the 'expert rheumatologist' quickly categorising or assigning patients might 4   5   6   513  514  515  516  517  518  519  520  521  522  523  524  525  526  527  528  529  530  531  532  533  534  535  536  537  538  539  540  541  542  543  544  545  546  547  548  549  550  551  552  553  554  555  556  557  558  559  560  561  562  563  564  565  566  567  568  569  570  571  572  573  574  575  576   577  578  579  580  581  582  583  584  585  586  587  588  589  590  591  592  593  594  595  596  597  598  599  600  601  602  603  604  605  606  607  608  609  610  611  612  613  614  615  616  617  618  619  620  621  622  623  624  625  626  627  628  629  630  631  632  633  634  635  636  637  638  639 
